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Attachment 4.19-B
Page 3

Reimbursement for laboratory (pathology) services performed by individual
practitioners is calculated as specified in 5.

End State Renal Disease - Reimbursement for ESRD treatments, either home or in
center, will be an all inclusive fee based on the statewide average of the
composite rates established by Medicare. The reimbursement will be an all

inclusive fee to include the purchase or rental, installation and maintenance of
all equipment.

6.a Podiatrists' Services:

Reimbursement is calculated in the same manner as for Physicians'
services. Refer to 5.

6.b Optometrists' Services (Vision Care Services):

Payment will be according to an established fee schedule for all services
not provided through the sole source contract. Effective February 1,
1982.

6.c Chiropractor’s Services:

Reimbursement is calculated in the same manner as for Physicians’
services. Refer to 5.

6.d Certified Registered Nurse Anesthetist: Reimbursement is calculated at
one-half the rate of the Anesthesiologist, Physician Services. Refer to
5.

Nurse Practitioner: Reimbursement is calculated at 80 percent of the rate
for Physician Services. Refer to 5.

Psychologists: Psychological services are reimbursed at an established
statewide fee schedule .as based on the Methodology outlined in the
Physician Section 5, Attachment 4.19-B, Page Z2a. All requirements

identified under CFR 447.200ff and 447.300ff shall be met.

Licensed Midwives' Services: Reimbursement is calculated at 65% of the
rate for physician services. Refer to 5a and 5b.

7. Home Health Services:

A. Nursing Services, Home Health Aide Services, Physical Therapy,
Occupational Therapy, Speech Pathology, and Audiology are provided and
reimbursed based on the lesser of allowable Medicare costs, charges, or
the Medicare cost limits. At the end of each Home Health Agency’s fiscal
year end, an actual cost report must be submitted which is used for the
purpose of completing a cost settlement based on the lesser of allowable
Medicare costs, charges, or the Medicare cost limits. Effective for cost
reporting periods beginning on or after October 1, 2000, the Medicare per-
visit 1limits used in Home Health rate determinations will be those
published in the August 5, 1999 Federal Register for cost reporting
periods beginning on or after October 1, 1999. Medical supplies, whicho _J
are used in the provision of routine home health services, are initially
reimbursed on charges; however, during the fiscal year end cost
settlement, an adjustment is made reflective of the cost to charges ratio
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for medical supplies. Durable medical equipment purchased through a home
health agency will be reimbursed in accordance with Section 12 ¢ of this
plan 4.19-B. Effective October 1, 2000, Home Health Agencies entering the
Medicaid program for the first time will be reimbursed at the lesser of
Medicare cost limits based on the per-visit limits as published in the
August 5, 1999 Federal Register, charges, or an interim rate established
by the Medicaid State Agency until the submission of actual costs.

B. Durable Medical Equipment is equipment or supplies provided by a
contracted Durable Medical Equipment (DME) provider that is to remain at
the Medicaid client's home or is to be used by a Medicaid recipient who
resides at home. Reimbursement is based on the lesser of billed charges,
State Agency determined allowable fees, or the Medicare prevailing
charge (50% percentile).

Clinical Services:

Payment will be made according to an established fee schedule and will not
exceed the allowable payment established for those services by Medicare
(Title XVIII).

Dental Services:

Reimbursement to providers of dental services is made on the basis of an
established fee schedule not to exceed prevailing charges in the state.
Reimbursement will be provided on a per procedure basis. The current
reimbursement rates are based on the 75" percentile of usual and customary
reimbursement. This percentile was determined by an independent company’s
analysis of all dental claims filed in the state within a calendar year.
The revised payment rates are approximately 325% above the preceding
rates.

.Physical Therapy/Occupational Therapy:

Payment will be according to an established fee schedule as based on the
methodology outlined in the Physician Section 5, Attachment 4-19-B, Page
2a. All requirements identified under 42 CFR 447.200ff and 447.300ff shall
be met.

.Speech/Language and Audiological Services:

Payment will be according to an established fee schedule.

.Prescribed Drugs:

Medicaid pays for FDA approved prescribed drugs with stated exceptions
described in Attachment 3.1-A, Item 12-A, Limitation Supplement.

1. Basis for Payment:
A. MULTIPLE SOURCE DRUGS

Reimbursement for covered multiple-~source drugs in the Medicaid program
shall be limited to the lowest of:

(1) The Federally-mandated upper limit of payment or South Carolina
Maximum Allowable Costs (SCMAC), for the drug less the current
discount rate (10%), plus the current dispensing fee; or
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